ABSTRACT The prevalence of asthma in a small African town has been assessed using two questionnaires. The first was put to 9768 subjects aged 5 years and older and the second, more detailed, questionnaire to random selections of these subjects grouped according to their replies. The overall prevalence of asthma was 1-40%. In those under 20 years of age it was 1-20% and in adults, 1-57%. This adult rate is similar to those in developed countries but that in children is lower. The relative paucity of childhood asthma is compatible with the suggestion that infestation with parasites may protect against the disease.
There have been many prevalence studies of asthma in developed countries, but little has been recorded from the rest of the world. Most evidence available suggests that asthma, particularly childhood asthma, may be uncommon in some underdeveloped countries. For example, a population survey in the New Guinea Highlands' found no asthmatics under the age of 10 years, and childhood asthma is rare among hospital attenders in South Africa,2 Nigeria,3 and Kenya.4 5 None was found in a survey of 191 children in the Gambia. 6 Asthma is less common in immigrant children in Birmingham than in the native-born.7 Childhood asthma seems common, however, in Barbados8 and Cuba9. Adult asthma is recognised without difficulty in hospital studies in these countries.
These differences are of more than local interest because some populations in underdeveloped countries may have high IgE levels caused by parasitic infection. This "non-specific" IgE might block mast cell receptor sites and prevent "specific" (anti-allergen) IgE Not all those selected for the second questionnaire received it. Seven died and seven refused.
The remaining 273 had moved and could not be traced. Significantly more subjects had moved in the yes group (24%) than the no group (17%) (x2=7*61, p<0-01) suggesting that they might have moved because of ill health. However, a second selection of the yes group was necessary as insufficient asthmatics were identified on the first occasion. This took longer and would have allowed more time for natural migration to occur in this group.
Eighty-three asthmatics were identified according to the criteria adopted, all from the yes group. Only two subjects from the no group changed their minds and admitted to chest symptoms. Fiftyseven people were interviewed and most gave a history consistent with the questionnaire. One, however, claimed no symptoms, four had referred to a single episode a long time previously, one had cardiomyopathy, and one tuberculosis. Those with symptoms of chronic bronchitis were interviewed concurrently and two were considered to be asthmatic. Numbers of those interviewed were modified appropriately and the same proportionate change was applied to the 26 who were not interviewed. Calculation of the prevalence was based on these adjusted figures.
The overall prevalence rate derived from these final figures was 1-4%. In those under 20 years the rate was 1-2%, and in adults, both male and female, 1-6%.
Of the 52 people in whom the diagnosis was confirmed 32 were male and 20 female. Their age range was from 5 to 66 years, with a mean of 30 ' Table 2 contains a comparison of age-standardised rates for adult asthma in this and other similar surveys. Populations are standardised to that of Gatooma. Some definitions are "cumulative", including all with a past history of asthma; some are "current". Some ask specifically about asthma -here the diagnosis is considered "definite"; some only, or in addition, ask about wheezy breathlessness where it is considered "probable". This survey is "cumulative" and "probable", but as memory for past events is often poor it is unlikely to have recorded much quiescent disease. Such Table 3 shows rates in children. All definitions are "cumulative" and "probable". Rates in Gatooma seem to be considerably lower than in other developed countries. This again is in keeping with most other studies in Africa. No asthmatic children were found in a prevalence survey in the Gambia,6 and clinic studies elsewhere report very few children.25 28 29 A recent report33 from South Africa gives a prevalence of 0-14% for rural African children. In our clinic the youngest patient seen was aged 9 years and the average age of onset of symptoms was 26'8 years,30 and this in a population of predominantly extrinsic asthmatics. Recently, however, Carswell and others34 have reported contrasting findings from rural Tanzania. They surveyed 242 schoolchildren with a questionnaire and exercise testing. Nineteen asthmatics were found, giving a prevalence of 7'8%. They Allergy evaluation of our subjects suggested that the house-dust mite was an important precipitant, although this was not so striking as our clinical studies30 where almost all were sensitive to this allergen. Some cotton workers were worse on Mondays but all had symptoms at the weekends as well. If they had byssinosis severe enough to cause weekend symptoms one would expect many more subjects to have symptoms confined to early in the working week. Cotton probably aggravates rather than causes symptoms in these subjects.
We appear to have demonstrated a low prevalence of-childhood asthma in this suburb, a finding compatible with the suggestion that parasite infestation may protect against asthma. The expected high rate of parasitisation has been confirmed in this area of Rhodesia. 35 We have previously produced evidence36 from this country supporting this theory in finding non-asthmatics with high levels of both total and allergen-specific IgE. The former perhaps blocks the effects of the latter. A further survey in a rural area would be of interest though one of this size would be extremely difficult in a scattered rural community.
